MEDICAL ELIGIBILITY DETERMINATION Page 1 of 1
Background Information

pssessmencsareoae: || || proicerassessor | | | | | | [ [ L[]

Month Day Year
Name of Person Coordinating Assessment Title
Agency/Organization Phone Number
SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION n3. CURRENT 0. Not eligible
o OR POTENTIAL | 1. Eligible
1 APE';_{%AAENT First: (MD) PAYMENT | 2. Eligibility pending (application filed)
Last: SOURCE 3. Eligibility anticipated (application not yet filed)
(Code a 4. Unknown
Street response a. Community MaineCare g. Champus
. . . us |g
2. ADDRESS in each box.) (Routine home health, PDN) | , h. VA |
City/Town Cnty State ’
_ b. HCB - Elderly, A.\D b i Title XX |
Zip _Phone (_)___ ¢. HCB - Phys. Dis. | j. Other |
3. SOCIAL DDD*D D7DDD d. NF MaineCare |
SECURITY NO. e. Medicare Part A .
4. M_AINECARE NO. ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ f. Medicare Part B
(if applicable)
5.|MEDICARE NO. ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ “ ‘ 14.| LOCATION AT |1. Hospital 5. Nursing Home
TIME OF 2. Home/apartment 6. Assisted Living Unit
6A.| ASSESSMENT | 1. Service Need 3. Significant Medical Change ASSESSMENT |3 Congregatehousing 7. Adult Family Care Home
TRIGGER 2.Reassessmentdue 4. Financial Change I: & USUAL 4. Residential Care Facility g éd;]lt Foster Home
yoy 7 Dy Ty = RESIDENCE - Other
1 LogTernGreAdvi saory [ Gnmoni tyNai neGor el . .
6B. Azgé)sGS?AAEI\'GT 2 AditDyGreRogam B AM sytolsi reGrelpiite A. Location at time of assessment
REQUESTED | 3 EEFStDnehaker 19. Adv. Ned caretofti vt ePay N B. Usual place of residence
Ch | 4 MireGrelyHd th D Qrtini ngSayRvi ew
(Chooseonly one.) | o oo ver DrectedR 2 Btraord reryGrounst arpest oNe
6 HneBsedGre 2 KtieBdat 5. | USUAL LIVING || jves with: (Check all that apply.)
7 Rys. Ds HB 2 NFAN Lavd IV ARRANGEMENT
8 HdxlyHB 2. Qg epteHsing a. Alone |a e. With parents |¢
9 AlitswDsdilityhB 25 B b. With f. With friend
0 ANLedl, I, 111 % MireGretneHtd th - With spouse b o !
L AditFailyGreHre 27, FONMd et on- Level c. With children |, g. With sibling |g
D Level V- Bt endedFIN 28 AN puctureQi y-Levd M d. With other residents h. Sig. other |,
B N-Assessnant 29, Qrsuner Drect edHBC ¢ i. Other |
¥ 20-dayMd care/ Mi neGre !
B Md caretoMdi neGre |
¥ 20-daycopayt oNF\i neGre
16. NO. IN o i .
GENDER 1. Male 2. Female | HOUSEHOLD |Other than in institution/residential care facilities [[
P RACE/ L Ameri Indians Alask e - Incl. applicant)
. . American Indian/Alaskan . Hispanic |
ETHNICITY  |2. Asian/Pacific 5. White | 17.] RESPONSI- | (Check all that apply.)
(Optional) 3. Black 6. Other 1 BILITY/LEGAL )
GUARDIAN a. Legal guardian |a d. Family member
i d
o wonre | LI L] oo e | o
Month Day Year items with oversight |b e. Appllc_ant
supporting responsible |e
LOA MARITAL 1. Never married 3. Widowed 5. Divorced | documentation) c. Durable power f. Other
STATUS 2. Married 4. Separated attorney/ health ) !
care proxy g. Unknown |4
noB| CITIZENSHIP |1. U.S. Citizen 2. Legal alien 3. Other |
11.| PRIMARY  |O- English 2. Spanish | 18. | ADVANCED | (Check all that apply.)
LANGUAGE 1. French 3. Other DIRECTIVES
(For only those a. Living will |a f. Feeding restrictions |t
12.| CURRENT (Check all that apply.)  app. Hshid. App. Hshid. items with b. Do not resuscitate |p g. Medication
INCOME a/b. Social Security |5 b g/h. st h supporting ¢. Do not hospitalize |c restrictions g
SOURCE FOR . documentation) i h. Other
/] h d. Organ donation — "
APPLICANT & | c/d. Private Pension |, d i/. Other |, i -9 fon 1d i. NONE OF ABOVE |-
HOUSEHOLD o/f. VA Benefits k/1. Assets e. Autopsy request |e ’ !
: Sle |t >$2000.00 |k !
19. CONTACTS
A. Name B. Name
Address Address
Relationship Relationship
Telephone Legal Guardian | | Yes | ] No Telephone Legal Guardian ] Yes |:|N0
20. REFERRING PHYSICIAN CONTINUING PHYSICIAN
Address Address
Telephone Telephone
Homebound O0-No 1-Yes D
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